
Depression Monitoring Flow Sheet 
 
Patient’s name_______________ Date of baby’s birth:  __/__/_____ 
 

 

Issue Date Date Date Date Date 
      
Contact by phone 
(P) or visit (V) 

     

 
 
 
Patient’s impression 
of her condition 
 
 
 

 
 
 
 
 
 
 
 

    

PHQ-9 Total Score  
 

    

PHQ-9 Suicidality 
Score  (Q  #9) 

     

PHQ-9 Functioning 
Score  (Q #10 or 
“B”) 

     

Mental Health 
Referral  Y /N 
 
To whom 

 
 

    

 
 

    

 
Medication given 
Name and dose 

 
 
 
 

    

 
 
Patient concerns 
and your  
recommendations 

 
 
 
 
 
 
 
 

    

Next contact 
P or V  
When? 

 
 

    

 
Your initials 

 
 

    


